trainees received instruction. The second part introduces an educational research-based model for curriculum design that is novel to medical education. This model, called Backwards Design, is presented as it was first described in 1998 by Wiggins and McTighe in their publication, Understanding by Design, and then framed further to illustrate how Backwards Design applies to the Milestones and to outcomes-based medical education. The third part explores the Accreditation Council for Graduate Medical Education imperative to "move from numbers to narratives" and how the Milestones narratives apply to the Backwards Design model. The fourth and final part offers a roadmap for the use of the Backwards Design paradigm in curriculum planning to allow residency and fellowship programs to better educate toward, and reliably assess, their trainee's achievement of the Milestones.
Clark Denniston, MD University of North Carolina at Chapel Hill 101 Manning Drive, Chapel Hill, NC 27599 E-mail: clark_denniston@med.unc.edu E ven though professionalism is recognized as 1 of the 6 core competencies that residents must achieve during graduate medical education, many questions regarding the definition, assessment, and demonstration of professionalism remain unanswered. [1] [2] [3] In addition to becoming experts in patient care and medical knowledge, students and residents must evolve into professionals. Furthermore, professionalism is rapidly becoming a key component of state licensure, hospital credentialing, board certification, and maintenance of certification.
Why does professionalism matter? First and foremost, professionalism defines the essence of who we are as healers and separates us from those technicians who may master a trade but never engage in a true relationship with those who are helped. In fact, professionalism involves a 3-way contract between the provider, the patient, and society. Sheldon, 4 in his 1998 Presidential Address to the American College of Surgeons, used a sociological model to identify 5 principles that define the professional: (1) engagement in social service-that is, altruism; (2) the requirement for special education, training, and a high degree of knowledge; (3) an ability and willingness to apply knowledge and skill to a greater societal good; (4) autonomy: the right to regulate; and (5) the development of and conformance to a body of ethics.
Rather than being an intrinsic character trait, professionalism is actually a sophisticated, learned competency that can be taught and, fortunately, modeled. 5 Understanding the cognitive, ethical, behavioral, and social components of professionalism will allow and inspire students to function like professionals on their journey to becoming physicians. 6 From a utilitarian perspective, professionalism is good for business, helping us to improve patient satisfaction and reduce malpractice risk. 7 However, from a deeper and more fulfilling vantage, professionalism defines who we are as healers and preserves the sacred covenant that we have established with those who we serve. F our concerns were reported over 16 months about Dr. Y, a busy, highly accomplished plastic surgeon: one patient asserted, "I had to wait 2 hours after my appointment time…."; another said Dr. Y responded to her question with, "ask the nurse," then left; another patient who waited a long time reported Dr. Y arrived saying, "I forgot you were here"; and a senior resident reported, "the case was about to start … Dr. Y appeared uncertain about his approach … ."
Using anonymous polling technology, 68% of American Council of Academic Plastic Surgeons 2014 Winter Retreat participants agreed that these behaviors represented a threat to safety. Despite this, 60% of respondents believed such events would be reported in their organization infrequently (ie, <20% of the time). And, even if reported, 36% indicated that a medical leader would be just as unlikely to have a conversation with Dr. Y.
One distinguishing feature of a profession is responsibility for its members' conduct. Unfortunately, healthcare leaders often do not have training in or strategies for addressing behaviors that undermine a culture of safety, threaten quality of care and patient safety, and can undermine staff morale and organizations' bottom lines. Reliable operations are a function of organizational goals, values, modeled leadership, and safety culture (including team members' willingness to report and address concerns). This presentation introduced critical domains of a comprehensive plan and essential tools for addressing "unreasonable variation" in behavior and performance: people, policies and procedures, and performance data. The people domain includes 3 key factors: committed leadership, dedicated project champions, and engaged implementation team(s). Policies and procedures must be aligned with and tied to specific organizational goals and enforced with reliably applied tiered interventions. Finally, key factors related to performance data are robust measurements, surveillance data that identify unnecessary variation, thoughtful data reviews, and 
